A case of a 12-year-old boy who had double false aneurysms of the right ventricle after incomplete closed pulmonary valvotomy six years earlier is presented. The aneurysms were successfully treated surgically, and the aetiology is discussed.
Edwards, I972; Rosenthal et al., 1972) . Both types pulse was 2 cm above the sternoclavicular joint, with a of aneurysms are more frequent sequelae of opera-prominent ca' wave. There were distinct visible pulsations tions on the left ventricle (Littler et al., 197I) .
at the second and third left intercostal spaces. A grade This report describes what we believe to be a 4/6 ejection systolic murmur was heard at the pulmonary unique case of a patient who, after a closed pul-area, with grade 3/4 pulmonary diastolic murmur. There monary valvotomy, developed a false right ventric-were no signs of heart failure, and the previous thoracular aneurysm. This aneurysm, in turn, had rup-otomy was well healed, with a keloid scar. Routine labtured into the left pleural cavity, resulting in a oratory investigations were normal. The chest radiosecond false chamber. The patient survived this graph showed a large right ventricle and slightly oligseventond surgicalse chambection ohe lesion followed aemic lung fields. A large rounded shadow was superevent and surgical correction of the lesion followed imposed on the main pulmonary artery and extended, successfully.
just above it, into the upper left lung field. The lateral view showed anteroposterior extension of the mass (Fig. I ).
Case history
The electrocardiogram showed right axis deviation and right ventricular hypertrophy.
A 12-year-old West Indian negro boy was born norCardiac catheterization disclosed a residual gradient mally at full term. His mother had had rubella in of 6o mmHg (8.o kPa) across the pulmonary valve: the first month ofpregnancy, and a heart murmur was dis-MPA pressure 30/I3 mmHg (4.0/I.7 kPa), RV body covered when he was 3 months old. He failed to thrive 90/21 mmHg (120/2.8 kPa), pressure within aneurysm and was prone to upper respiratory tract infection. In 89/i5 mmHg (ii.8/2.o kPa). I967, at the age of 5 years, the diagnosis of pulmonary
The cineangiocardiogram of the right ventricle showed stenosis was made, and a transventricular pulmonary a centrally placed mediastinal aneurysm above and valvotomy was performed through a left thoracotomy. anterior to the heart, which filled by a jet from the right Apart from transient early postoperative pulmonary col-ventricular infundibulum. This mediastinal sac, in turn, lapse and infection he maintained a gradual progressive communicated with and filled a posterolaterally placed improvement. Three years later he experienced slightly sac in the left pleura. The main pulmonary artery was displaced backwards
The pulmonary trunk was incised longitudinally and was compressed by the mediastinal aneurysm. No through the posterior wall of the mediastinal aneurysm communication could be demonstrated between the to relieve the residual obstruction. The pulmonary pulmonary trunk with its two branches and either of the valve was thickened, the commissures were fused, and two aneurysmal sacs. Injection of contrast medium into the cusps were rolled in. It was evident that the pulthe superior vena cava disclosed the close proximity of the juxta-atrial part of the superior vena cava and of the right atrial appendage to the mediastinal aneurysm. The appearance was that of a fairly large right ventricular X aneurysm communicating with a second aneurysmal chamnber in the left pleura. ! i'\ , / appreciable. The right femoral artery, therefore, was..... cannulated, and a right anterolateral thoracotomy was e':i"'\ performed through the fourth intercostal space. This 8i u<;'\s0 approach provided trouble-free access to cannulate both l\\^.N cavae. Total cardiopulmonary bypass was established,% \\ the mediastinal aneurysm was freed from the back of the' Nt\'_ sternum, and the sternum was then divided transversely. < -l The aneurysm was a false sac formed by the pericardium. g It was opened anteriorly and found to communicate -n with the right ventricular infundibulum through a I.S cm elliptical hole, presumably the site of the previous ventriculotomy. Another r.5 cm hole, laterally placed in FIG. 2 A diagram demonstrating the sites and comthe wall of the central aneurysm, led to the second false munications of the two aneurysmal chambers and the aneurysm formed by the adherent left pleura (Fig. 2) . inserted Dacron patch to relieve the residual obstrucNeither cavity contained any thrombus.
tion (diamond-shaped dotted area 
